e m e rgency and later when the situation s t a b i l i z e s . 2 As part of the Minimum Initial Service Package, the field manual re commends that steps be taken during the initial crisis period to prevent and manage the consequences of sexual violence, including providing emergency contraception. Once the situation has stabilized, the field manual calls for more complete re p roductive health services, including the p rovision of a wide range of modern contraceptive methods and a more comprehensive response to sexual and genderbased violence. 3 
The Khao Phlu Camp
The United Nations High Commissioner for Refugees (UNHCR) established Khao Phlu refugee camp on the Thailand-Cambodia border in September 1997 for Cambodians fleeing their country to escape the internal fighting between rival forc e s . 4 B y July 1998, approximately 12,000 Cambodian refugees were living in 12 distinct camp sections, re p resenting the villages Vi rginia Morrison is a family nurse practitioner at Lowell Community Health Center, Lowell, MA, USA. The research on which this article is based was funded by the Population Council's Robert H. Ebert Program on Critical Issues in Reproductive Health and the Yale Council for Southeast Asia Studies. The author would like to acknowledge the valuable advice and input of Karen Stein and Sandra Krause in initiating this research.
Contraceptive Need Among Cambodian Refugees In Khao Phlu Camp
By Virginia Morrison F leeing from war and settling in a refugee camp are extreme and unstable circumstances that place women at an increased risk for unwanted p re g n a n c y, obstetric complications and r a p e . 1 R e s o u rces that may have been available to women in their own country, such as contraceptive supplies and re p ro d u c t i v e health personnel, are often not available during the upheaval of a refugee crisis.
Until re c e n t l y, re s e a rch on re p ro d u c t i v e health services for refugees received little attention from the academic community. Aside from the difficulties in obtaining access to refugee camps, re s e a rch in a re f u g e e e n v i ronment is difficult because of constant refugee movement and the possibility that armed conflict may interfere with data collection. Nonetheless, documentation of family planning needs among refugee populations is greatly needed.
R e p roductive Health in Refugee Situations: An Inter-agency Field Manual serves as a guideline for the provision of re p ro d u ctive health services at the outset of an f rom which they had fle d . 5 F rom September 1997 to March 1999, under the auspices of UNHCR, the American Refugee Committee provided health, sanitation and laboratory services to Cambodian refugees in the camp. By spring 1999, all refugees had been repatriated to Cambodia.
By December 1997, contraceptive supplies and reproductive health education, including information about emerg e n c y contraception, were available in Khao Phlu. In June 1998, Khmer re p ro d u c t i v e health staff at Khao Phlu included 10 midwives at the maternal and child health c e n t e r. Midwives performed prenatal visits, diagnosed and treated sexually transmitted diseases and distributed contraceptives. In addition, 41 traditional birth attendants assisted deliveries thro u g h o u t the camp, calling a midwife when necess a r y. Midwives earned a salary from the American Refugee Committee, and traditional birth attendants were given monthly supplies, including birth kits, sugar and cooking oil, as compensation for their services.
The American Refugee Committee also employed 24 Khmer community health workers from the 12 camp sections to collect health statistics, provide referrals to the health center and communicate healthrelated announcements to the population of the camp. The American Refugee Committee was not able to provide re g u l a r tubal ligation services to refugees; Khmer medics provided the service to a few select women in the camps, and several women had the pro c e d u re when re f e r re d to Thai hospitals for obstetric emerg e n c i e s . Because of societal, cultural and legal norms, abortion was not openly available to women in the camp.
Midwives 
o nuse of contra c e p t i ves va ried: Sixty-one percent of respondents mentioned fear of side effects; 24% cited lack of info rmation; 20% mentioned a current illness; and 42% reported disc o m fo rt over seeking contra c e p t i ve s. In addition, some 32-48% of women did not know that various contraceptive methods were available at the refugee health center. Nearly all midwives indicated that they would not provide contra c e p t i ves to an unmarried woman, and many indicated they would not provide contra c e p t i ves to a woman who was older than 42, had no children or was unhealthy. In focus groups, men demonstrated a lack of knowledge about contraception and held restri c t i ve attitudes about which women should have access to family planning. Few midwive s, no traditional birth attendants and none of the women or men knew about emergency contraception.

C o n cl u s i o n s : The stress of refugee situations may intensify existing barriers to the use of cont ra c e p t i ve s. Concerted effo rts at education must be made to dispel misperceptions about safety and increase awareness that services are ava i l a bl e. The availability of providers with whom women are comfo rt a ble is critical to expanding both awareness of and access to family planning.
International Family Planning Perspectives, 2000, 26(4): [188] [189] [190] [191] [192] wanted sexual advances and extortion of sex for pro t e c t i o n . Because of the sensitive nature of abortion, this re s e a rch was unable to examine access to and incidence and consequences of abortion in Khao Phlu.
Methods
To better understand the complex social, political and economic norms that may influence the need for contraception, and to best capture data in the rapidly changing e n v i ronment of a refugee situation, the res e a rch approach combined quantitative and qualitative methods. Three distinct populations were targeted for data collection: women of re p roductive age; midwives and traditional birth attendants; and married men.
Data were collected from May to August 1998 in Khao Phlu camp using indepth individual interviews among women and midwives and focus groups among married men and traditional birth attendants. Separate survey instruments w e re used to collect data from women and from midwives. The survey tool was formulated to elicit general perceptions about family planning to help illustrate cultural norms in Khao Phlu. Women were also asked for demographic information and about their use and understanding of family planning methods. General questions w e re included to elicit women's beliefs about why they or others they knew might not practice contraception, as well as spec i fic questions re g a rding their own contraceptive practice. Finally, women were questioned about knowledge and use of e m e rgency contraception and experience with sexual and gender-based violence.
Midwives were asked how and to whom they provided contraceptives, about their perceptions of the need and demand for contraceptives in Khao Phlu ( c o m p a red with the situation in Cambodia), and about contraceptive side eff e c t s . Midwives were also asked specific questions re g a rding knowledge of emerg e n c y contraception, and whom they would consider an appropriate candidate for use of this method.
Qualitative data were collected thro u g h separate focus groups with men and traditional birth attendants, and were intended to identify social norms, examine inconsistencies among respondents and c o r roborate results of data collected among women and midwives. Focus g roups with traditional birth attendants concentrated on reasons why contraceptives were not used, and on the use of and beliefs about emergency contraception. women who may have had a need for this method). However, many young and inexperienced midwives had to be recruited as the camp expanded and as older midwives were repatriated to Cambodia, draining the camp of personnel who could dispense and teach about contraceptives. To keep midwives' knowledge up to date, training by the American Refugee Committee staff was repeated periodically. Although training included discussions on how to counsel and treat women who had been victims of sexual and gender-based violence, there was no formal rape crisis intervention in place.
Research Objectives
As many as 50% of married Cambodian women in Khao I Dang camp (in existence during the 1980s) had used modern contraceptive methods, 6 and current demand for contraception in many parts of Cambodia is high. 7 Anecdotal reports fro m Khao Phlu in 1997 suggested that women in the camp wanted greater access to contraception. Nonetheless, by May 1998, only an estimated 10% of women of rep roductive age in Khao Phlu had re c e i v e d oral contraceptives, condoms or hormonal injectables, and almost no women had received emergency contraception. 8 T h e re f o re, the first re s e a rch objective was to document the need for contraception among women in Khao Phlu; a second objective was to document barriers to obtaining and using contraceptive methods in the camp. The third objective was to document the need for emergency contraception within the refugee population and to examine possible barriers to its use.
In part, interest in examining use of and access to emergency contraception aro s e out of concern about sexual and genderbased violence in the camp, which has been i d e n t i fied as a problem among many married Cambodian women. 9 Several factors suggested that women in Khao Phlu may have been exposed to such violence. Recent reports indicate an increase in rape and unwanted pregnancy among refugees in other parts of the world, 1 0 and during the early 1990s, many Cambodian re f u g e e s had experienced sexual violence at the hands of Thai soldiers and Khmer men during the refugee crisis that preceded the Paris Peace Accords in 1992. 12 Women in Khao Phlu who w e re not accompanied by men were believed to be confronted often with unAlong with these issues, focus gro u p s with men addressed questions about pref e r red family size and appropriate behavior among couples trying to pre v e n t p re g n a n c y. In addition, data entered by midwives into the maternal and child health center register were tabulated to determine the number of women coming to receive contraceptive services at the clinic.
Six pilot interviews were completed bef o re the survey instrument for women was revised and finalized; pilot data from these surveys are not included in the analyses. At the end of each interview, women were informed that contraceptives were available free of charge at the maternal and child health center and were shown samples of emergency contraception. Interviewees who had been raped were ref e r red to a specialist working with the UNHCR in Khao Phlu.
In an attempt to interview women with and without experience at the maternal and child health center, women were selected for interviews in two ways. While walking through each section of the camp, re s e a rchers randomly asked women if they wanted to participate in a confid e n t i a l study about family planning. A total of 77 women (at least six per section) were rec ruited in this manner. This number re fle c t s the number of interviews possible in the t h ree-month study period, given the limitations of travel within the camp. Fifty percent of women approached in the camp refused to participate, most stating that they w e re too shy to talk about contraception. An additional 28 respondents were randomly selected from among women leaving the maternal and child health center following a clinic visit; 10% of these women refused to participate, leaving 25 participants re c ruited in this manner.
Young and unmarried women were most likely to refuse to participate. Because the number of unmarried women was small (5% of those interviewed), no attempt was made to examine their responses separately. (Thus, a question about delaying or stopping childbearing was add ressed to only married women.)
In-depth stru c t u red interviews were also conducted with the 10 midwives working at the maternal and child health center. The first two interviews served as pilot tests; q u e s t i o n n a i res were altered for the remaining interviews, and some data were t h e re f o re discarded. Additionally, two 90-minute focus groups were conducted with a total of 21 Khmer traditional birth attendants (10 in one group and 11 in the other). Dates for these focus groups were arranged Need for Contraception Among married women, 82% wanted to stop or delay childbearing. Among all women interviewed, only 12% re p o r t e d c u r rently using a modern method of contraception. All women were asked what contraceptive method they would prefer to use: Twenty percent pre f e r red tubal ligation, 14% oral contraceptives, 10% the injectable and 5% condoms.
Traditional birth attendants who had been serving the same population before fleeing Cambodia indicated that re f u g e e status had increased the need for family planning services. As one traditional birth attendant stated: "Now many women want family planning because the stand a rd of living is not so good and they are p o o r." Men in all of the focus groups reported that they wanted their wives to practice contraception and agreed that refugee status had increased the need to stop or delay having children. One participant stated: "I think it is a good idea to use contraception… when there is peace it is better to have children. When you don't move so much it is better to have childre n . "
Barriers to Contraception
Barriers to contraception included beliefs, cultural norms or misinformation among the population that existed before they became refugees, as well as obstacles that stemmed from circumstances surro u n ding the flight from Cambodia and life in the camp.
Sixty-one percent of respondents mentioned fear of side effects as a reason why they or others they know did not use contraceptives; weight loss (26%) and bleeding (20%) were the specific concerns cited most often. Other reasons given for not practicing contraception included lack of information (24%), current illness (20%), expense (9%), being too old (8%), being unable to obtain them (4%) and husband's refusal (2%). Although a large pro p o r t i o n of women recognized oral contraceptives (91%), condoms (86%), hormonal injectables (88%), IUDs (73%) and tubal ligation (85%) as contraceptive methods, many had only heard about these methods on the radio and had never actually seen or talked to someone who had used them.
Midwives, traditional birth attendants and men also mentioned side effects as the main reason why women did not practice contraception. In focus groups, men also mentioned vaginal infection as a barrier to use. While it is unclear why this misp e rception persisted, it is noteworthy that many men and women stated that traditional herbal methods of contraception a round monthly staff meetings at the maternal and child health clinic, and traditional birth attendants were invited to participate as their schedules permitted.
T h ree 90-minute focus groups were conducted with a total of 28 married men. Each g roup consisted of 9-10 participants. Community health workers were asked to re c ru i t two men from each section of the camp for each of three focus groups. The workers read a description of the content and goals of the focus group to potential participants and asked them to attend the group if int e rested. More than half of the men app roached refused to participate in the study.
Interview data were re c o rded and analyzed for frequencies. Focus-group data w e re audiotaped, translated into English and coded for common themes by the primary re s e a rc h e r. All focus groups were led by women. All participants gave oral consent. Any questions about contraception or general health were answered after sessions. After each interview and all focus g roups, participants were given 10-30 minutes (depending on the number of questions) of contraceptive education, using a picture chart pre p a red by the United Nations Population Fund in Cambodia.
Camp leaders and community health workers were informed about the study prior to data collection. All interviews and focus groups were conducted in Khmer, with translation performed by a Khmer physician and a Thai community health worker (both female employees of the American Refugee Committee). The primary re s e a rcher wrote the instru m e n t s , combining questions from the Demographic and Health Survey and the Rep roductive Health for Refugees Consortium's Needs Assessment Field To o l s . Original instruments were translated into Khmer and backtranslated into English to confirm the accuracy of the translation.
Results
Sample Characteristics
Of the 102 women who participated in interviews, 94 were married, five were single and three were widowed. The mean age of interviewees was 33.3 (age range, 17-45). Women in the sample had a mean of 2.2 years of education; 36% had no formal schooling. The average age of the interviewed midwives was 24.8 (age range, 14-42). Four of the 10 midwives were unmarried and younger than 17. Two midwives had practiced since the 1970s, while the remaining eight midwives were trained at the camp. The average age of the 28 men participating in the focus groups was 40.2 (age range, 22-50).
had effects such as weight loss, fever and infection, suggesting that the effects of herbal formulas may have been re a ssigned to modern methods.
When asked specifically about their individual contraceptive practices, many women (42%) noted that they were uncomfortable seeking contraception. Shyness was mentioned in focus groups with men and with traditional birth attendants as a reason why both men and women did not obtain contraceptives from the maternal and child health clinic. The young age of many of the midwives may also have been a factor. In one observed incident, a female survey respondent attending the maternal and child health clinic wanted condoms, but did not wish to ask a young midwife because she was embarrassed to request contraceptives fro m an unmarried woman.
Men in all three focus groups lacked knowledge about contraception. One man indicated that he thought men needed to take oral contraceptives to prevent pregn a n c y, while another suggested that the pill needed to be taken only on the days when intercourse occurred.
F i n a l l y, the great importance placed on marriage and fidelity created a barrier to practicing contraception. Even though men reported a desire to use family planning, they did not want unmarried women or women from a rival political faction to have access to these re s o u rces. Use of contraceptives was associated with pro m i sc u i t y. As one man said, "There should be a law to prevent unmarried women fro m going to get contraception." Another participant related a story common to all g roups: a woman whose husband beat her after she had sought contraceptives at the maternal and child health clinic because he questioned her morality.
Barriers to contraceptive use found in the camps probably existed before the refugee crisis as well. However, their impact may have been exacerbated by conditions in the camp, where 12 villages w e re condensed into one area and people w e re unfamiliar with one another. One male focus-group respondent summarized these fears: "When the family lives in the camp with so many strangers and the husband goes back to the home to take care of the rice fields, the woman may go outside of the relationship." A common sentiment expressed among individuals in each target group was that contraception was beneficial for the individual or group being interviewed, but bad for the population as a whole because it encourages pro m i s c u i t y, particularly among
